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The output was carefully measured in these first days of diuresis and an equal amount added to the intake (i as water, i as normal saline). On the fourth day after resumption of excretion, when the output exceeded one litre, the peanut-oil/glucose mixture was replaced by a low protein diet (2,000 calories, 30 grams protein). This might have been too early, as the blood urea rose again, though it had been levelling out at 350 mg. per 100 ml. as diuresis commenced. The highest level reached was 414 mg. per 100 ml. on the seventeenth day.
When the serum potassium exceeded 29 mg. per 100 ml. on the tenth and eleventh days, and again, 31-4 mg. per 100 ml. on the sixteenth day, 12 units of soluble insulin were given eight hourly for twenty-four hours and on both occasions it dropped to below the danger level.
Electrocardiographic tracings taken on the fourteenth day, showed markedly amplified T-waves consistent with hyperpotassemia.
Also illustrated is the well-marked fall in serum sodium and plasma chlorides in the diuretic phase, even though we thought we were giving enough salt by giving half the amount put out back as normal saline. The low values of 454 mg. per 100 ml. (plasma chloride) and 291 mg. per 100 ml. (serum sodium) were obtained on the nineteenth day, a week after excretion had recommenced. This was remedied by the administration of extra salt as shown, and again when a subsequent drop occurred a week later.
Penicillin was given on alternate days after the first ten days and discontinued a week later. Toxic agents such as Aureomycin and Terramycin would obviously do harm by cumulative effect in cases of anuria.
The abdominal and vaginal vault scars healed by first intention. The story has a happy ending. The patient's husband hardly left the hospital premises during these weeks of crisis and a very happy couple went home on her forty-third postoperative day. She has been followed up twice since, has only occasional hot flushes, her blood pressure was 120/80, blood urea 30 mg. per 100 ml., her urine contained no albumin and had a specific gravity of 1020.
Summary.-A case of self-induced abortion complicated by gangrene of the uterus and anuria is presented. Treatment was by hysterectomy and the regime advocated by Bull and his co-workers. The patient made a satisfactory recovery.
To summarize the practical lessons learnt, they are:
In cases of anuria an intermittent gastric drip of the peanut-oil/glucose mixture is better tolerated; ± 800 ml. per day is sufficient during the anuric phase. The mixture should not be discontinued too early, to be replaced by a diet containing protein, as the blood urea may continue to rise even after diuresis has commenced.
The importance of an adequate salt intake during the early diuretic phase is stressed. The danger of a high serum potassium in the anuric and again in the early diuretic phase is recognized and the use of insulin in controlling this has been demonstrated. The difficulty in differential diagnosis in cases of gangrene of the uterus following self-induced abortion rests mainly with the presence or not of Cl. welchii infection. In cases of doubt, the administration of penicillin is safe, but in view of the possibility of anuria, the prophylactic use of toxic antibiotics such as streptomycin, Aureomycin and Terramycin, which by cumulative effect would be dangerous, is contraindicated. FIGs. 1 and 2.-Specimen shows a uterus and right fallopian tube which has been cut across to expose the uterine cavity. There is a circumscribed area of gangrene in the right side of the fundus.
This was quite black at operation. The falopian tube is also gangrenous. In the cavity of the uterus can still be seen retained products of conception.
Convalescence.-Stormy-paralytic ileus and bronchopneumonia. Temperature finally subsided by the twelfth day after operation. 24 Vaginal examination under anxsthesia showed a large fungating mass, ? extruding through the cervix. Biopsy was performed and showed a connective tissue tumour of indefinite type-the picture being obscured by necrosis.
At operation (8.2.55) vaginal examination, which was difficult, suggested that the tumour mass was arising from the fundus of an inverted uterus. The abdomen was opened and complete uterine inversion confirmed. The uterus and neoplasm were removed but the appendages, which were astride the rim of depression, were conserved. No pelvic or intraabdominal deposits of growth were seen.
The patient was readmitted ten weeks later with a large abdomino-pelvic mass. Deepray therapy was commenced but the patient's condition deteriorated, uremia ensued and she died on 6.5.55. Autopsy was refused. Operation specimen.-Large polypoidal masses are seen arising from the fundus and lateral aspect of the body of the completely inverted uterus. The endometrium covering the rest of the uterus and cervix is smooth and congested. Histological examination shows a "sarcomatous type" of neoplasm with areas of myxomatous tissue containing clusters of embryonic cells. No in the maternal blood-clotting mechanism.
The patient was a Rhesus-negative multigravida with a most unfortunate obstetrical history.
1947: Full-term spontaneous delivery of a daughter weighing 6 lb. 9j oz.-the only surviving child. 1950: Premature delivery at 36 weeks of a 5 lb. child who died forty-eight hours after birth from atelectasis and prematurity.
